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4. The Maintenance Director

! will report his inspection
| results to the Quality
|

During the Life Safety portion of the survey Assurance Committee
; conducted on August 13, 2012, no licensure istine of a physician
i deficiencies were cited under chapter 1200-8-5, consisting of a piy ’ _
’ Standards for Nursing Homes, director of nursing and §
'. three other staff )

/ members for 3 months.
: The Executive Director
'; will monitor for '
compliance. _ !
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